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Hilltop Healthcare and Rehabilitation Center 700 S. Cayuga Avenue
Altoona, PA 16602

F 0684

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Provide appropriate treatment and care according to orders, resident’s preferences and goals.

Based on review of facility policies and clinical records, as well as staff interviews, it was determined that the 
facility failed to ensure that physician orders were written and followed for one of six residents reviewed 
(Resident 2).Findings include:A facility policy for physician's orders, dated July 31, 2025, revealed that verbal 
orders are given to the nurse by the physician in person or by telephone; however, they are not written by the 
physician in the medical record. Verbal orders are to be followed through by making appropriate notification.
An admission Minimum Data Set (MDS) assessment (a mandated assessment of a resident's abilities and 
care needs) for Resident 2, dated June 16, 2025, revealed that the resident was understood and could 
understand others, was cognitively intact and required assistance with daily care needs.A pharmacist 
recommendation for Resident 2, dated June 18 2025, reviewed and signed by the physician on June 19, 
2025, revealed that aspirin and famotidine were to be discontinued.There was no documented evidence in 
Resident 2's clinical record to indicate that the aspirin and famotidine were discontinued as ordered.Interview 
with the Director of Nursing on August 26, 2025, at 12:57 p.m. revealed that Resident 2's orders for aspirin 
and famotidine were not discontinued and they should have been.
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